





















けており，2005 年 12 月上旬より全身倦怠感を自覚
していた．12 月 20 日より 38 度台の発熱を認めた．
続いて食欲不振，咳嗽も出現したため，12 月 27 日
夜間に当科を受診した．
　入院時現症：身長 165 cm，体重 47 kg，BMI 17.3
（著明な痩せ），血圧162/80 mmHg，脈拍84/分，体
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した．入院第 3 病日には，低酸素血症が進行し，急性呼吸促迫症候群（Acute Respiratory 
Distress Syndrome；ARDS）を発症し，直ちに人工呼吸器を装着するとともに副腎皮質ステ
ロイド薬の投与を開始した．治療は奏功し，挿管後 6日で抜管し得た．その後の経過も順調で






























疑い，12 月 28 日からニューキノロン系抗菌薬，
isoniazid（INH） 200 mg/日，rifampicin（RFP） 
450 mg/日を用いた治療を開始した．入院当初の





















Table 1　Laboratory ﬁndings upon admission
































Tuberculin skin test, neg.
Rapid inﬂuenza diagnostic test A（－）, B（－）
Rapid throat swab test for adenovirus antigens （－）
Rapid test to detect IgM antibodies against Mycoplasma pneumoniae in sera （－）
Rapid test to detect Streptococcus pneumoniae antigens in urine （－）
Rapid test to detect urinary Legionella antigens （－）
WBCs were normal but neutrophils were elevated and lymphocytes were reduced. Erythrocyte sedimentation was 
18 mm and CRP was elevated to 4.6 ; an inﬂammatory response was noted.
Hypoproteinemia and hypoalbuminemia, hyponatremia, an AST level of 75, and slightly abnormal liver function were 
noted.






hydrochloride（EB） 750 mg/day を追加し，3剤併
用の標準治療法（B法）による抗結核治療を施行し
た．さらに，抗酸菌培養 6週で 20 コロニーを認め，
Table 2　Mycobacterium tuberculosis smears and cultures of various specimens
［Sputum］ （Dec. 27th-29th） Smear （－）, Gaﬀky count of 0
 Culture （－）
（The specimen material cannot be gathered though the examination of sputum is enforced on the 28th and December 29.）
［Suctioned airway secretions］
 （Dec. 30th）Smear （±）, Gaﬀky count of 1
 PCR （＋）
 Culture : 20 colonies （6W germicidal lamp）
 Identiﬁcation of Mycobacterium tuberculosis complex
 （＋）/Hybridization protection assay （HPA）
［Gastric juices］
 （Dec. 30th） Smear （±）, Gaﬀky count of 1
 PCR （＋）
 Culture : 20 colonies （6W germicidal lamp）
 Identiﬁcation of Mycobacterium tuberculosis complex （＋）/HPA
［Blood］ （Dec. 27th） Culture （－）
In terms of bacteriological testing, a sputum examination prior to intubation resulted in a Gaﬀky count of 0 and 
Mycobacterium tuberculosis was not detected, but endotracheal suctioning was done after intubation on Dec. 30th. 
The collected sputum and morning gastric juice revealed a Gaﬀky count of 1 ; a 6W germicidal lamp was used in 
culturing and 20 colonies were subsequently noted. Tuberculosis was identiﬁed via an HPA to detect Mycobacteri-
um tuberculosis complex.
Fig. 1　Chest x-ray and CT ﬁndings upon admission
Fibrotic changes （scarring） thought to be signs of old tuberculosis were noted in the apex of the left 
lung, and ﬁne granular opacities were noted primarily in both lower lung ﬁelds. In addition, CT scan 
revealed a centrilobularly distribution of ground glass appearance, and the presence of inﬂammatory 



















Fig. 2　 Chart of the course of treatment. The anti-TB drugs INH （200 mg/day） and RFP （450 mg/day） were 
started and EB （750 mg/day） was added starting Jan. 8th. Standard therapy （therapy B） with 3 agents 
was given. The patient developed ARDS on Dec. 30th and was intubated. The patient was placed on a 
ventilator in SIMV mode and underwent steroid mini-pulse therapy. The patient was subsequently giv-
en a stress dose of prednisolone intravenously. Once the patient was able to take the corticosteroid 
orally, the dose was decreased as appropriate through oral administration. The patient responded well 
to these treatment regimen, and he was weaned oﬀ from the ventilator to be extubated on Jan. 5th.
Fig. 3　Chest x-ray（Dec. 30th）
Chest x-ray on Dec. 30th. The x-ray revealed worsening 















Table 3　Arterial blood gas measurements （Dec. 30th）


















Blood gas results before and after intubation on Dec. 30th.
Blood gas results revealed improvement with administration of 
100％ O2 following intubation, but PO2 was 121.0 （mmHg） and 
the P/F ratio was below 200 mmHg, so the patient was diag-
nosed with ARDS.
Fig. 4　Chest CT （Jan. 6th）
Chest CT on the day following extubation. The exam revealed that the exten-
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Fig. 5　Chest x-ray and CT（Mar. 6th）
Chest x-ray and chest CT scan both revealed ﬁbrotic changes （scarring） in the left upper lobe of the lung, 
but inﬁltrates that had spread to both lung ﬁelds disappeared, and the patient had clinically improved.
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A RARE CASE OF MILIARY TUBERCULOSIS DEVELOPING  
TO ACUTE RESPIRATORY DISTRESS SYNDROME  
IN WHICH THE PATIENT’S LIFE WAS SAVED
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　Abstract 　　 The patient was an 84-year-old male who was treated for hypertension in another hos-
pital.  In addition to general malaise and anorexia lasting for about a month, the patient had a high fever, 
which prompted the referral to our department.  Chest x-ray and chest CT scan upon admission revealed 
ground glass appearance and diﬀuse granular inﬁltration in both lung ﬁelds.  We suspected a pulmonary 
infection, such as miliary tuberculosis, and an anti-TB regimen and ciproﬂoxacin CPFX were adminis-
tered.  Mycobacterium tuberculosis in the sputum, gastric juices, and urine were detected several days 
later by bacteriological tests, conﬁrmed the diagnosis of miliary tuberculosis.  On the third day of hospi-
talization, hypoxemia worsened and developed into acute respiratory distress syndrome ARDS ; the pa-
tient was immediately placed on a ventilator and corticosteroids were administered.  The patient re-
sponded well to these treatments, and was successfully extubated 6 days later.  The patient had slow but 
steady, uneventful recovery after extubation, and he was discharged home on hospital day 83.  Review of 
literature indicates an extremely poor prognosis of miliary tuberculosis developing to ARDS, with mortal-
ity of 70-80.  We believe that this patient survived due the to early introduction of anti-TB drug therapy, 
even before the diagnosis was conﬁrmed.  When an elderly individual develops a high fever of unknown 
origin with pulmonary inﬁltrate, a diﬀerential diagnosis must be made with miliary tuberculosis in mind 
and anti-TB drug therapy should be initiated even before the diagnosis is conﬁrmed.
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